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Epidemiology of Chronic Pain

• Common in people with CKD, ESRD

• Untreated, pain can cause
• Poor QOL

• Problems with adherence to dialysis

• Mortality

• Depression

• Anxiety

• Fatigue



Epidemiology of Chronic Pain

• Disproportionately high use of opioids
• Lack of availability of non pharmacologic options

• Lack of safe, non-opioid options

• >50% ESRD received an opioid prescription

• 3.2x rate of general population

• 20% on chronic opioids

• Carry risk of falls, mortality, hospitalizations, AMS



Non Pharmacologic Approaches

• Behavioral interventions

• Physical Interventions

• Limited studies in individuals with CKD, but positive



Pharmacologic Approaches

• Non-opioids

• Acetaminophen
• No dose adjustment required

• NSAIDs

• Depends on drug-drug interactions

• Depends on stage of CKD

• Small doses, for short periods for CKD I-III

• None for CKD 5

• TOPICAL!

• Muscle relaxants

• Short term only, not for chronic pain

• Avoid in CKD:  esp baclofen, can cause neurotoxicity

• Cannabis

• untested



Pharmacologic Approaches

• Neuropathic pain

• Gabapentinoids

• Need dose adjustments for CKD, give post HD

• Do not co-prescribe with opioids

• Increased risk of falls, hospitalizations

• TCAs, SNRIs

• Antihistaminic, anticholinergic SE

• Can cause SIADH



Pharmacologic Approaches

• Opioids

• Use after all other options tried

• Use sparingly at minimally effective dose

• Establish therapeutic goals

• Start low-dose, immediate release

• Revised Opioid Risk Tool:





Pharmacologic Approaches

• Opioids

• Monitor!

• Urine Drug screens

• Mouth swabs if anuric

• Medicines that are safer to use:

• Oxycodone

• Fentanyl

• Methadone

• Buprenorphine

• Hydromorphone



Methadone

• Analgesic half-life:  6-8 hours

• No dose adjustment needed for CKD

• Not renally dialyzed

• Can prolong QT, so monitor EKG

• Can prescribe TID without federal licensing



Buprenorphine

• No dose adjustment needed

• Not dialyzed

• Partial agonist:  ceiling effect to respiratory depression

• Can be prescribed for pain, though there are barriers



Why do we worry?

1. Mortality

a. Death rates from overdoses:  3,785 in 2000 to 100,306 in 2020

b. US non Hispanic white population deaths are up mostly to poisonings, suicide:

Case and 

Deaton, Proc

Nat Acad Sci

2015

“comparable 

to lives lost in 

the US AIDS 

epidemic”



What are the Signs of Addiction?

Aberrant Drug-Related Behaviors

1. Lost/Stolen Prescriptions

2. Requesting early refills

3. Frequent ED visits/doctor shopping

4. UDS negative for prescribed substance

5. UDS positive for nonprescribed substance



How do we monitor these patients?

1. Contracts

2. UDS

3. PDMP

4. Random call backs



How do we monitor these patients?

1. Contracts

• Little evidence that they work

• CDC recommends

• Many states require

• 2010 Annals of Internal Medicine

• Opioid misuse only modestly reduced with contract

• Can be harmful

• Should not be used as an excuse to “fire” patients

• Destroys patient trust/therapeutic relationships



How do we monitor these patients?

1. Contracts

• Conclusions:

• For the vast majority, the contracts don’t change 

behavior.

• Many patients don’t know that they signed a contract

• Low health literacy to understand the terms

• More a form to protect liability



How do we monitor these patients?

2. UDS

• Critical to determine

• Adherence

• Other illicit use

• Should be random

• Not used routinely in chronic pain offices or primary care!



How do we monitor these patients?

2. UDS

• De-stigmatize it!

• Should be routine monitoring

• What else we monitor:

• Liver enzymes (statins, antibiotics)

• EKGs (rx-rx interactions, angina)

• INR (anticoagulation)

• Colonoscopy (colon cancer)

• Mammogram (breast cancer)

• PSA (s/p prostatectomy for prostate cancer)



How do we monitor these patients?

2. UDS

• Test what you are prescribing!

• “opiates” does NOT include:

• Methadone

• Buprenorphine

• Oxycodone

• Fentanyl

• If using POC, know what can be a false positive

• Lots of things cause false + for amphetamines, BZDs

• Cocaine, opiates, NEVER false positive.  

• Send it out to confirm with GC/MS, and CHECK METABOLITES



Monitoring adherence:

Slide courtesy of Nora Volkow, Director of 

NIDA, ASAM plenary, 2016



How do we monitor these patients?

2. UDS

• Get a baseline on EVERYONE

• Don’t profile!

• Explain it’s for monitoring and patient safety

• Compliance monitoring within 3 months

• Maintenance every 6-12 months

(Christo et al, Pain Physician 2011)



How do we monitor these patients?

3. PDMP

• 50 states now have

• MUST be used 

• 2014 study found 53% 

PCPs ever used, and 

less used regularly

• Some states have 

implemented mandates

• Pharmacy input varies in 

frequency by state:  some 

daily, some weekly



How do we monitor these patients?

3. PDMP—WHEN MANDATED:  EVIDENCE FOR USE

• Bao et al, 2016:  30% drop in opioid prescribing by provider

• Moyo et al, 2017:  reduced prescribed opioid volume

• Wen et al 2017:  10% reduction in prescribing to medicaid

enrollees

• Carey et al, 2017:  Medicare enrollees who saw >5 doctors for 

Rx declined 8%

• >5 pharmacies decreased 15%

• >15% reduction in >4 new patient visits 

• $350M saved if all states mandated use



How do we monitor these patients?

4. Random call backs

Pill counts:  random and for EVERYONE

Don’t profile!



What to do with patients showing signs of 

addiction?

• Don’t “fire” them

• Send to an addictions provider who can make 

sure they are getting counseling and MOUD



What to do with patients showing signs of 

addiction?

• Don’t “fire” them

• Send to an addictions provider who can make 

sure they are getting counseling and MOUD

OR
• Certify in MOUD

• https://pcssnow.org/education-training/mat-

training/

https://pcssnow.org/education-training/mat-training/


Opioid Treatment Program,PPI

Methadone induction &

Buprenorphine maintenance

ER naltrexone

Counseling

Safety net primary care

ΨΨΨ

Legal Services

Rural clinics 

unaffiliated with 

hospitals

Regional ERs:

Community 

Health clinics, 

mental health 

clinics:  MDs, 

NPs, PAs

Probation/Parole

Drug Courts

Inpatient units:

Pain management 

clinics

Inpatient 

“detox”treatment

induction facilities

Drug free 

counseling 

facilities
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